A rare case of mediastinal carcinoid tumour with superior vena cava obstruction, and osteolytic as well as osteoblastic secondaries in the bones is described. The relevant literature is reviewed.
Introduction
Carcinoid tumours occur most commonly in the gastrointestinal tract. Other reported sites include the lung, gall bladder and bile duct, parotid, pancreas, ovary, cervix and testis. In recent years, similar tumours occurring in the anterior mediastinum have been described.' In this report, we describe certain unusual features in a patient with mediastinal carcinoid.
Case report A 36 year old male presented with pain in the right arm radiating along its medial aspect, of 3 years duration, worse on coughing and sneezing. One year before admission he noticed progressive thinning of the right leg. At about the same time, he also developed sudden nasal regurgitation, slurring of voice and deviation of tongue to the left side and these symptoms persisted at the time of admission. Six months prior to admission, he noticed facial puffiness along with mild dyspnoea on exertion. He had lost 12 kg in weight in the past year.
Examination revealed signs of superior vena cava obstruction. Chest examination revealed dullness in the right upper parasternal area. The nervous system examination showed evidence of lower motor neurone palsies of IX, X and XII cranial nerves on the left side along with slight wasting of the right calf muscles and decreased sensation along DI distribution in the right arm. The ankle jerk on the right side was absent.
The chest X-ray showed a superior mediastinal mass ( Figure 1 ). The skeletal survey showed multiple lytic lesions in the D4, D5 and L4 vertebrae; multiple areas of sclerosis in the pelvis and upper femora and multiple lytic lesions in the skull ( Figure 2 ). There was no M-spike in the blood or Bence-Jones protein in the urine. An ultrasonography of the abdomen and computed tomography of the skull were normal. Repeated attempts to obtain tissue by needle aspiration of the mediastinal mass were unsuccessful.
At thoracotomy, a large mass occupying the superior mediastinum with infiltration of the great vessels was found. Histopathology of a biopsy revealed groups of small, rounded cells, separated by dilated vascular endothelial channels. The cells had scant cytoplasm and darkly-stained nuclei, occupying almost the whole ofthe cells. The present case is ofinterest not only because ofthe location ofthe tumour but also because ofthe presence of the superior mediastinal obstruction and the osteolytic as well as the osteoblastic secondaries in the bones. The possibility of thymic carcinoid, although quite rare, should be considered in the differential diagnosis of tumours in this location.
